MISSOURI DIVISION OF HEALTH=— STANDARD CERTIFICATE OF DEATH - §63-034740

DEPARTMENT OF PUBLIC HEALTH AND WELFAR
STATE FILE NUMBER
Registration District No. -...3.;.._ o Primary Ragistration District No, égih-__kagmrarx No. _L&:.Eb“- .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. if institution: Residence before
o. COUNTY Sal i ne a. STATE I“’Il 5 s ou ri COUNTY 32.1 lqe admission)
b. CITY [If ovtsida corporate limifs, give TOWNSHIP anly) Length of stay in 1b ¢, CITY {nside Limits

o Narshall Life o Larshall Yor Bt No I

<. FULL NAME OF (If NOT in hospital, give location) Inside Limits . STREET if cutside, give locari i
HOSPITAL OR ADDRESS (if eutside, give locatian) Reside on Farm

INSTTUTION. P tzoibbon Hospital |[Yejg NeO 604 N Jefferson Yes O-No g

3. NAME OF DECEASED Fira? Middla 1ast 4, DATE Nonth Day Year
(Type or print) LEO KNIGHT ESTES DEATH 8 20 1963

5. SEX . 6. COLOR QR RACE 7. Martied 1 Never Married (] [8. DATE OF BIRTH | 9 AGE {lssr binhosy) | IF UNDER 1 YEAR IF UNDER 24 HR
Female White Widowed ) Divoced O 13.14-1888 75 Months | Days [ Hours | Min.

" 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY! 11. BIRTHPLACE (City and safe or country) | 12. CITIZEN OF WHAT COUNTRY
durlng}Tnst of workiog fe, aven if retired) i

usewi Home WMarshall, Mo USA

AMENDED

DO NOT WRITE
" ON THIS $TUB

-:V57300:
Rev. 4759

DATE AMENDED

13a FATHER'S NAME 12b. MOTHER'S MAIDEN NAME : 4. NAME OF BUSBAND OR WIFE

taPa Knight | Sue Walters : Sanford Bsteg
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NC. - | 17. INFORMANT Address

[¥es, TS unlmown)l (1f yes, 5&: war or dates o L/# Sanford Estesn Marsha 11 9 Mo

18. CAUSE OF DEATH (Enter only one cause per wrer Tor (of, {07, ema (t]- M . INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: j ONSET AND_DEATH
- IMMEDIATE CAUSE {a) @I é"

BOCUMENT

> ) .

/o b -
‘Conditicns, if any, - - i ¥al £ -
wbl:;:h gave FIUI(')U ~ =
above causs (a), .. 4 . .
stating the under- ’
lying cauyse laat. & ol /G-’W {

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to #he ferminal PART 1l If  decessed was femsle  was
disease condition given in PART ) (a) there & pregnancy in last 90 days.

i IDYn l DNo-_I O Unknown
9. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMD‘CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | or PART 1l-of item 18.)
=] ]

-

20c. TIME OF Month, Day, Year |
INJURY a.m. ‘
p.m. S

B0e. PLACE OF INJURY [e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION
20d. \IMNI-lIII-:_REYAQrC\Erg?!?(EDD farm, factory, street, offaco bidg., ete.} '

NOT WHILE AT WOI!K._D .
) /?‘ O to. ? - 2o E b__.and last uw@nliu o £0

| attended the’'d from 5
Dea.lh occurred at. ' ! 3 L p M m_on the date stated abaove, and fo the best of my knowledge, from the causes stated.
. ‘ 22b. ADDRESS . 22c. DATE SIGNED

, #%/) — | llarshgll, lissouri.
23s. BURTAL, CREMATION, | 23b.BATE 23c. NAME OF CEMETERY OR CREMATORY - 23d. LOCATION (City, tawn, or county]  (Erate)
REMOVAL (Specify)

Burial 8-22-1963 Ridee Park Cemete 1

.24. FUNERAL DIRECTOR: ADDRESS 25, DATE RECD. BY LOCAL REG.

Jack W Reser I'arshsll, Mo h -3-1-—“05

wi d Embalmers St ‘an Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

(Oegree or titlg)

USE BLACK INK

TYPEWRITER R}BBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




'STATEMENT BY LICENSED EMBALMER

L

| hereby certify ’rha? the body whose name is recorded on the reverse side of this cerﬁficate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER' in hls OWN HANDWRITING. {Fallure to comply
with the above constitutes grounds for revocation of license). . . .
If embalmed by a STUDENT, he ‘also shall sign in his OWN handwriting.
If this body is.not embalmed, fact should be so stated above.




